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DO NOT WRITE
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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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STATE FILE NUMBER

Yy o umro q'nr--.

VS 300
Rev. 4/59

¥
0198

DATE AMENDED

x

. PLACE OF DEATH ' O3
a. COUNTY P a r.r.y

a. STATE

Mo,

2. USUAL RESIDENCE (Whare deceased lived.

If institution: Residence befare

b.cony Perry

admission)

b, CITY {If curside corporate |imifs,

3“*Perryville

give TOWNSHIP only)

<. CITY
DR
TOWN

Length of stay in 1b

5 weeks

Altenburg

Inside Limite

Yes ﬂ No [J

c. FULL NAME OF (IF NOT in hospital, give location}
HOSPITAL OEP C
INSTITUTION

Mem. Hospital

d. STREET
ADDRESS

Inside Limirs

YesX} Ne O M-a in

{If cutside, give lecation)

Street

Reside on Farm

Yes (] Non

219570
a

USE BLACK INK
OR
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

SHOULD READ

—
Z
Lt
=
=
]
o]
a

ITEM NO.

BY AFFIDAVIT OF

3. NAME OF DECEASED
{Typa or print}

First

Mary

Laar

Pilz

-l 4. DATE
OF
DEATH

Month

Novemher

Year

1963

Day

14

5. SEX 4. COLOR OR RACE

7. Married O
widowed J

Never Married [}
Divorced []

8. DATE QOF B

TH

?. AGE (last birthday}

IF UNDER 1

YEAR IF UNDER 24 HR

Monrhs

Days

Female

White

96

Hours Min.

10a. USUAL OCCUPATION

Give kind of work done

10b. KIND OF BUSIKNESS OR INDUSTRY

BIRTHPLACE (City and siate or ¢auntry)

12. QT

ZEN OF WHAT COUNTRY

dni&inoﬂ of workigg life, aven if retired)
§eWOT R

Uwn Home

Germany

UBA

t3a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF F

USBAND OR WIFE

Herman Stueve

Unknown

Henry Pilz

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, "ct\lm unknown) | (if yes, give war or dates of service}

16, SOCIAL SECURITY NOQ,
None

17. INFORMANT

Henry Pilz

Address

Perryville, Mo.

18. CAUSE OF DEATH [Enler only one cause per fina for [a]. {b), and (c}.

PART |. DEATH WAS CALISED BY:
IMMEDIATE CAUSE (s} e

Conditians, if any, DUE TO (b}

,42;- ;2:;ncv14¢r Aﬁaqéé-

wy

INTERVAL BETWEEN
ONSET AND DEATH

J e

which gave rize to
above cause (al
stating the under-
DUE TO {c)

lying cause last.

PART 1il.
dissase condition given in PART | {a)

OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related to the terminal

PART 111. II

deceased was
there a pregnancy in last $0 days.

fenale was

[O ve

O Neo ' O Unknown

15. WAS AUTOPSY
PERFORMED?
YESJ NOQOI

20a. ACCIDENT  SUICIDE  HOMICIDE
m O 0

20b. DESCRIBE HOW INJURY OCCURRED. {Emer natyre of injury in PART 1 or PART 11 of item 18.)

20c. TIME OF Month, Day, Year |

INJURY

How
a.m.
pm.

MEDICAL CERTIFICATION

20d, INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK []

20e. PLACE OF INIURY (8.4, in or sbout home,
farm, factory, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION COUNTY

STATE

Death occurred ot

21. | attended the deceased frnm%

2:

her

last saw greanhive

77772

Pvarse !

Nz 777

/;.pm on the date sisted sbove, and to the best of my knowledge, from the cavses stated.

22a. SIGNATURE (Degree or titia)

s | e OO, Ja

=

23b." DATE [Z3c. NAME

11-17-1963

23a. BURIAL, CREMATION,

B 1A

OF CEMETEI!Y OR CREMATORY

23d. LOCATION (City, town, or county)
Immanuel Lutheran Cemt Altenburg

tSrale)
Missourl

24, FUNERAL DIRECTOR DDRESS

25. DATE RECD. BY LOCAL REG.

[I-20-63

Y a

{Licensed Embalmer’s Statement on Reveria Side}

26.2EG|STH§‘S EIGNA]UR
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STATEMENT B8Y- LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. /S/ﬂ 27

-

. . . P.O. Address /2&
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comph'r .

with the above consfitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated abaove.
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